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ABSTRACT
Progressive loss of clinical level of attachment and bone destruction, which often are result of spent 
periodontal disease, nevitably lead to increased mobility of the teeth. Other causes of tooth mobility are 
occlusion trauma, atypical root system, iatrogenic shortened roots after an apical osteotomy, excessive 
strain during orthodontic treatment and root resorption. Increased tooth mobility adversely affects the 
patient’s function, aesthetics and comfort. Splints are used to overcome these problems.
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INTRODUCTION
Damage and loss of the tooth retention struc-
ture - periodontium, after a periodontal disease, can 
lead to abnormal tooth mobility. Increased tooth mo-
bility inevitably affects patients’ function, aesthetics 
and mentality. In some cases, it is possible to give 
a “last chance” to the mobile teeth before thinking 
about extraction.Periodontal splinting would extend 
the life of the affected teeth by a long time. Splinting 
provides stability that can stimulate periodontal res-
toration processes during periodontal treatment.
Tooth splinting with damaged periodontal 
teeth was done many years ago, but there are still 
conflicting opinions on this topic. Critics of peri-
odontal splinting consider the splint to have a nega-
tive effect on the health of the oral cavity, resulting in 
a deterioration of the patient’s oral hygiene and ad-
verse effects on the supporting teeth.
Today, a significant progress is being made in 
the materials used for splinting. The need to stabi-
lize the mobile teeth has led to the development of 
many types of splints that allow the maximum res-
toration of the periodontium during and after peri-
odontal treatment.
AIM
This review article aims to summarize up-to-
date information on periodontal splinting - causes of 
increased tooth mobility, classification of periodon-
tal splints, indications and contraindications, and 
principles.
MATERIALS AND METHODS
Articles related to the subject were searched in 
PubMed and Google Scholar databases. The includ-
ed articles and textbooks were in English language 
only. The search was performed using a combination 
of different keywords such as: “splinting”, “periodon-
tal therapy”, “periodontal splints”, “periodontal sta-
bilization splints”.
RESULTS AND DISCUSSION
Splints and Splinting - Definitions
Splint - a rigid or flexible device that secures a 
displaced or movable part (1,2).
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Periodontal splint - a device used to maintain 
or stabilize the mobile teeth in their functional po-
sition (1).
Dental splinting – connection of two or more 
teeth using a periodontal splint (2).
Historical Data
The splinting of periodontally compro-
mised teeth has progressed to the use of a silver 
wire, followed later by tools of gold wire or rib-
bon to maintain the teeth.
Archaeological findings from 500 BC have been 
discovered, which are inevitable evidence of a per-
son’s desire to preserve his or her teeth. These archeo-
logical findings demonstrate how periodontally com-
promised anterior teeth are connected by means of a 
gold wire.
There are remains of ancient Egyptians who 
made dental bridges with the help of gold or silver 
wire that connected one or more lost teeth to the 
neighboring ones.
Teeth Mobility - Physiological and Pathologi-
cal Mobility
All teeth have a slight degree of physiologi-
cal mobility, which varies for the different groups of 
teeth and at different times of the day. Physiological 
mobility is movement up to 0.2 mm horizontally and 
0.02 mm axially. Mobility outside the physiological 
range is termed abnormal or pathological (3,4,5).
Mobility is estimated as the amplitude of dis-
placement of the crown as a result of the applica-
tion of a certain force (6). The magnitude of this am-
plitude is used to distinguish the physiological and 
pathological mobility of the teeth. The two major fac-
tors determining the degree of tooth mobility are the 
height of the supporting tissues and the width of the 
periodontal ligament (5).
Teeth mobility occurs in two stages:
1. The initial or intra-alveolar stage occurs when 
the tooth moves within the periodontal liga-
ment. This is related to highly elastic ligament 
distortions and redistribution of forces (7).
2. The second stage progresses gradually and leads 
to elastic deformation of the alveolar bone in re-
sponse to increased horizontal forces (8).
Many attempts have been made to develop me-
chanical or electronic devices to accurately mea-
sure  tooth  mobility (9,10,11,12), although these de-
vices are not widely used.
Miller Teeth Mobility Classification (1950)
Mobility is clinically classified by holding the 
tooth between the handles of two instruments or 
with one instrument and one finger. Tooth mobility 
is evaluated on a scale of 0 to 3 (6,13) as follows:
  0 - no mobility is detected after a force, oth-
er than that considered to be physiological, is 
applied
  1 - horizontal mobility up to 1 mm
  2 - horizontal mobility exceeding 1 mm
  3 - horizontal and vertical mobility
Etiology - Causes of Increased Tooth Mobility
Chronic periodontitis is a destructive periodon-
tal disease that includes gingival inflammation, clin-
ical attachment loss and bone destruction (14,15). 
Chronic periodontitis is the second most common 
oral disease in the population (16). Research has 
shown that periodontitis is a widespread disease 
among Americans. For the population over 30 years 
the prevalence of the disease is approximately 47.2%, 
and for adults over 65, the prevalence is 70.1% (17,18).
Although a number of risk factors can affect 
the onset, progression and prognosis of periodontitis 
(age, gender, smoking, hormonal changes, immune 
system disorders, systemic diseases, diabetes, stress) 
(14,15), the major etiological factor is represented by 
specific microorganisms (gram-negative bacteria) 
of the bacterial plaque (19,20). In this inflammatory 
disease, the number of major periodontal pathogens 
of the red complex - P. gingivalis, T. forsythia and T. 
Dentícola (21) is increasing. The organism’s response 
leads to a cascade of reactions leading to connective 
tissue and bone destruction (22,23).
Progressive clinical attachment loss and bone 
destruction inevitably lead to increased tooth mobil-
ity (24).
When patients have periodontitis and mobile 
teeth are present, efforts should be directed first to 
periodontal treatment and subsequently to splinting 
of the mobile teeth, if they are to be preserved (25,26). 
Periodontitis is usually treated by mechanically re-
moving all deposits of supra- and subgingival plaque 
and improving periodontal health by reducing the 
probing pocket depth, the bleeding on probing and 
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the mobility, and increasing the clinical attachment 
level (4,27). In addition to mechanical therapy, lasers 
of different wavelengths can be used (28,29,30,31).
In the absence of periodontitis, primary occlu-
sal trauma is the most likely cause of tooth mobili-
ty (25,26).
Rare causes of increased tooth mobility may be 
atypical root system, iatrogenic shortened roots af-
ter an apical osteotomy, excessive stress during orth-
odontic treatment and root resorption (25, 26).
Splint Classification
  Depending on the duration of use, the splints 
are classified as (32,33,34):
  Temporary splint - temporary splints that are 
worn for less than 6 months and cannot be 
followed by an additional splint therapy. Ex-
ample - during active periodontal treatment. 
  Provisional splint - temporary splints used 
from months to several years with a defini-
tive end to splint therapy. Example - for di-
agnostic purposes, they usually lead to more 
durable stabilization. 
Permanent splint - a permanent splint main-
tains long-term stability
Depending on the removability (33,34):
  removable;
  unremovable.
Depending on whether the hard tissue struc-
tures in which the splintwill be inserted are affected 
or not (33,34): 
  intra-crown splints;
  extra-crown splints.
INDICATIONS AND 
CONTRAINDICATIONS
In order to decide how the mobile teeth will 
be treated, the reason for their mobility must first 
be identified - periodontal disease, occlusion trau-
ma, etc. The tooth mobility resulting from occlusal 
trauma can be reduced by occlusal therapy, without 
splinting (33). In cases where articulating occlusion 
will not reduce the mobility of the teeth  (periodon-
tal disease), reduced mobility can be achieved only by 
periodontal splinting. Splinting in these situations 
is indicated if the mobility of the teeth distorts the 
function, comfort, and aesthetics of the patient (35).
Tarnow and Fletcher (1986) describe the indi-
cations and contraindications for splinting of peri-
odontally affected teeth. According to their study, 
the rationale for dental splinting should include the 
severity of periodontal disease, determined by the 
amount of bone loss radiographically and/or mea-
sured tooth mobility (26).
Indications for periodontal splinting 
(33,34,36,37):
  restoration of mimic function and patient 
comfort;
  stabilization of teeth with increased mobility, 
which did not respond to occlusal adjustment 
and periodontal treatment;
  to facilitate occlusal articulation and periodon-
tal treatment in extremely mobile teeth;
  preventing teeth from tilting or teeth in 
supra-position;
  stabilization of the teeth after orthodontic 
treatment;
  tooth stabilization after acute trauma.
Contraindications for periodontal splinting 
(33,34,35):
  occlusal stability and optimal periodontal con-
ditions of the teeth;
  poor oral hygiene;
  insufficient number of fixed teeth for adequate 
stabilization of the mobile teeth;
  high risk of developing dental caries;
  overall oral prognosis;
  clustered and misaligned teeth.
If the crown/root ratio of a periodontally com-
promised tooth is not favorable, then a decision must 
be made to extract that tooth. The crown of the ex-
tracted tooth can then be used for a natural “bridge 




Critics of periodontal splinting consider the 
splint to have a bad effect on the health of the oral 
cavity, resulting in a deterioration of the patient’s 
own oral hygiene and adverse effects on the support-
ing teeth (33).
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It is now accepted that dental mobility is an im-
portant clinical parameter for periodontal progno-
sis. Splinting of the mobile teeth helps to restore peri-
odontal health and improves function, comfort and 
aesthetics (39).
Alkan et al. (2001) consider that splinting of the 
mobile teeth before debridement (SRP) and eliminat-
ing the possibility of potential trauma during the in-
tervention of the mobile teeth has no additional ef-
fect on the treatment (40).
Some authors have argued that the bone level 
and the clinical attachment level of splinted and un-
splinted teeth after bone surgery are similar (41, 42). 
Other authors claim that regenerative procedures us-
ing membranes and bone grafts have greater predict-
ability if tooth movement is eliminated in advance 
(43).
Splinting teeth with damaged periodontium 
was a standard procedure many years ago, but there 
are still conflicting opinions on this topic (33).
Today, splinting of mobile teeth is considered to 
be an adjunct to periodontal treatment. The choice 
of the right splint and the strict adhering to the in-
dications and contraindications to its construction 
are crucial. It has been shown that combining the 
teeth with one another allows the masticatory forces 
to be distributed from the mobile teeth to their fixed 
neighbors, thereby gaining support from the “stron-
ger” teeth. This extends the life of the mobile teeth, 
provides stability for eventual clinical attachment 
gain, and improves comfort, function and aesthetics 
(33,34,44).
Based on the available data, it can be noted 
that splinting can be considered as an essential part 
of periodontal treatment to increase the lifespan of 
periodontally compromised teeth with extended mo-
bility (34).
Principles to Be Observed When Designing a 
Periodontal Splint (1,33,34,38, 5)
  All periodontal disease must be controlled be-
fore the periodontal splint is positioned.
  For each mobile tooth, at least two more teeth 
with a healthy periodontium are included, 
i.e. enough teeth with a healthy periodontium 
should be included in the periodontal splint.
  The splint should not irritate the tissues in the 
oral cavity.
  The splint should allow good oral hygiene to be 
maintained;
  The splint should be with a simple design with-
out extensive preparation of the teeth.
  It must be stable and efficient and easy to adjust. 
  It should not make it difficult to use periodon-
tal instruments.
  There needs to be an aesthetically acceptable 
result.
CONCLUSION
The progressive clinical attachment loss and 
bone destruction in periodontal diseases inevita-
bly leads to increased tooth mobility. Other causes 
of tooth mobility are trauma from occlusion, atypi-
cal root system, iatrogenic shortened roots after an 
apical osteotomy, orthodontic treatment and root re-
sorption. Increased tooth mobility adversely affects 
the patient’s function, aesthetics and comfort. Splints 
are used to overcome these problems.
Tooth mobility resulting from trauma from oc-
clusion can be corrected by occlusal therapy without 
the need for a periodontal splint. In mobile teeth, re-
sulting from periodontal disease, splinting is becom-
ing an important addition to the periodontal thera-
py. It is important to note that periodontal splinting 
alone will not eliminate the cause of tooth mobility. 
The splint is only an aid for the stabilization of the 
mobile tooth.
Although splinting is a method used since an-
cient times, it has been a topic of controversy to this 
day due to its poor effect on oral health, including 
poor oral hygiene and adverse effects on supporting 
teeth. Today, significant progress is being made in 
the materials used for splinting.
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